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HEALTH  STATUS  SHOULD  LEAD  TO  HILL  ACTION 


Assuring  high  quality  health  care  for 
everyone  must  be  a  top  public  policy  priority. 

American  Indians  and  Alaska  Natives  (AI/AN) 
f  y  have  higher  mortality  rates  than  the  white 
^  V  population  from  birth  on;  for  example,  there  is  a 
A  higher  rate  of  Sudden  Infant  Death  Syndrome. 

On  average,  their  lifespan  is  nearly  six  years 
shorter.  Research  shows  that  the  life  expectancy 
^  for  native  people  in  Iowa,  Nebraska,  and  the 
^  Dakotas  is  only  64.3  years  compared  to  the 
national  average  of  77. 

While  the  top  causes  of  death — heart  disease  and 
cancer — are  predictable,  native  people  have  a  higher 
death  rate  than  the  general  population  from  alco¬ 
holism  (770%),  diabetes  (420%),  and  suicide 
(190%).  Early  deaths  are  not  inevitable.  The  Indian 
Health  Service  (IHS)  has  helped  reduce  infant  mor¬ 
tality,  accidents,  homicide,  maternal  mortality,  and 
tuberculosis  rates. 

Sexually  transmitted  diseases  are  an  increasing  worry 
for  tribes.  The  number  of  HIV/AIDS  cases  grew 
from  6  in  1984  to  2,875  in  2(K)2.  The  prevalence  of 
diabetes  is  twice  that  of  non-native  adults  and  an 
increasing  number  of  Indian  children  cope  with  type 
2  diabetes.  Amputation  rates  are  3-4  times  higher 
than  for  the  general  populace;  annually  54,()()()  lose 
their  feet  or  legs  to  diabetes.  Some  rural  elders  drive 
as  much  as  six  hours  roundtrip  for  dialysis  multiple 
times  a  week.  Access  to  treatment  is  difficult  for 


An  abysmally  low  level  of  money  is  budgeted  to 
address  these  needs.  According  to  the  U.S. 
Commission  on  Civil  Rights,  “IHS  spends  $1,600 
per  person  per  year  for  comprehensive  health  ser¬ 
vices  in  its  hospitals  and  medical  clinics,  roughly  50 
percent  below  per  person  expenditures  by  public  and 


private  health  insurance  plans”  (2003).  The  federal 
government  spends  more  than  $5,2(X)  on  each  veter¬ 
an  who  uses  services  of  the  Veterans  Administration 
and  $3,803  for  federal  prisoners  but  only  $1,914  on 
each  person  who  uses  the  .%t  .  ,v  of  IHS. 

Moreover,  IHS  funding  for  urban  programs  does  not 
begin  to  keep  up  with  population  growth,  leaving 
many  unserved. 

Efforts  to  improve  health  service  delivery  are  being 
made  by  tribes.  The  Spokane  tribe  and  the  federal 
government  combined  resources  to  build  a  new 
medical  and  dental  clinic  for  isolated,  rural  Spokane 
and  Kalispel  tribal  members  and  other  Native 
Americans.  An  earlier  facility  consisted  of  nothing 
more  than  three  trailers.  The  new  clinic  in 
Wellpinit,  WA,  had  23,()()()  visits  in  2(X)3,  but 
money  gets  tight  because  it  serves  2,000  Indians 
who  do  not  live  on  the  reservation  (Spokesman 
Review,  2/28/04).  A  better  building  does  not  solve 
cash  flow  problems.  IHS  attempts  to  meet  needs 
but  is  given  too  few  resources.  Currently,  money 
for  outside  providers  and  specialists  is  often  limited 
to  “life  or  limb"  situations,  such  as  when  a  patient 
is  in  a  suicidal  or  homicidal  state,  requires  a  caesar¬ 
ian  or  other  emergency  surgery,  or  could  lose  a  leg. 

The  statutory  framework  for  health  operations,  the 
Indian  Health  Care  Improvement  Act,  was  enacted  in 
1976  to  promptly  bring  health  care  for  Native 
Americans  into  parity  with  other  Americans.  The 
above  statistics  and  the  much  lower  spending  on 
Indian  health  are  proof  that  this  did  not  happen. 
Reauthorization  of  this  act  will  allow  IH.S  to  respond 
to  individual  needs,  recruit  appropriate  professionals, 
and  expedite  improvements  in  financing  and  deliver¬ 
ing  care.  Senate  bill  S  556  and  House  bill  HR  2440 
have  bipartisan  support  and,  with  advocacy,  a  chance 
of  passage  this  year.  ■ 
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THE  INCREASINGLY  COMPLEX  WORLD  OF  INDIAN  HEALTH 


Does  anyone  care  if  22.0(X)  more  homes  in  native  com¬ 
munities  are  provided  with  safe  water  and  waste  dispos¬ 
al?  If  Red  Mesa.  AZ.  gets  24-hour  emergency  care  ?  If 
the  Annette  Island  health  center  in  Alaska  can  hire  staff? 
If  professionals  doing  their  training  in  Indian  Country 
have  staff  housing  in  Zuni.  NM,  and  Wagner,  SD  ? 

These  are  some  of  the  Indian  health  programs  that  will 
be  funded  in  fiscal  year  2(K)5  (FY05)  if  people  across  the 
country  let  their  members  of  Congress  know  they  care 
about  Indian  health.  Clearly,  budgets  and  debates  on 
Capitol  Hill  affect  real  people,  many  of  whom  dwell  in 
rural  and  frontier  settings. 

Federal  health  programs  loi  u  ibes  have  operated  for  over 
150  years,  fulfilling  trust  and  treaty  obligations.  Interior's 
Bureau  of  Indian  Affairs  (BIA)  provided  health  services 
from  1849  until  1955  when  the  Indian  Health  Service 
(IHS)  was  created  in  the  public  health  section  of  the 
Department  of  Health  and  Human  Services  (HHS).  Since 
then  health  care  has  improved;  however,  IHS  receives 
less  than  one  percent  of  the  total  HHS  budget.  Today 
IHS  serves  1 .6  million  American  Indians  and  Alaska 
Natives  (Al/AN),  members  of  federally  recognized  tribes, 
living  on  or  near  reservations,  plus  15{),{KK)  living  in  34 
cities.  Its  mission  is  clear — to  provide  patient  care 
through  150  outpatient  health  centers,  to  run  47  hospitals, 
and  to  create  infrastructure  for  sanitation.  But  the  IHS 
budget  is  limited,  which  leads  to  rationing  and  inequity. 

Health  care  delivery  for  tribal  people  is  separate  from  the 
usual  U.S.  health  care  system,  but  it  is  changing  from  a 
totally  government-run,  facility-based  program  to  a  com¬ 
munity-based  enteiprise.  Tribes  are  taking  over  opera- 


The  Indian  Report  is  a  publication  of  the  Friends  Committee  on 
National  Legislation  (FCNL).  FCNL  policy  emphasizes  upholding 
treaty  rights,  insuring  the  fulfilment  of  the  federal  trust  responsibility, 
and  assuring  the  right  of  Native  American  communities  to  self-determi¬ 
nation.  We  seek  to  be  guided  by  the  views  of  Indian  tribes,  communi¬ 
ties  and  organizations  across  the  country. 

Research  and  writing:  Pat  Powers,  Derek  Gilliam 
Editing:  Jesse  Willard,  Liz  Flofmeister 
Froduction/circulation:  Jesse  Willard 
Desktop  publishing:  Carole  Thieme 

Friends  Committee  on  National  Legislation 

24.S  Second  Street  NE 

!  Washington.  DC  2(XX)2-5795 

phone:  202-547-6(XX)  •  8(X)-6.^()- L'l.lO  •  fax:  202-347-6019 
Legislative  Action  Message:  202-547-4343 
email:  fcnl<s>fcnl.org 
web  site:  http://www.fcnl.org 

Printed  on  recycled  paper  with  soy-based  ink. 


Indian  Health  Service 
Primary  Goals 

1 .  Build  healthy  communities 

2.  Achieve  parity  in  access  by  2010 

3.  Provide  compassionate  quality  health  care 

4.  Embrace  innovation 

Desired  Program  Outcomes 

■  Decrease  obesity  rates  for  all  children 

■  Decrease  the  years  of  potential  life  lost 

■  Increase  the  number  of  homes  in  Indian  Country 
with  a  safe  and  adequate  drinking  water  supply 

■  Increase  dental  care 

From  testimony  of  Dr.  Charles  Grim,  Director 
Indian  Health  Sen’ice  {February  2003) 


tion  of  many  programs  and  creating  a  system  that  makes 
sense  for  their  area,  culture,  and  patient  needs.  At  one 
time,  there  was  an  emphasis  on  field  stations  and  hospi¬ 
tals;  now,  services  are  increasingly  delivered  in  commu¬ 
nity  settings  to  reduce  cost  and  to  improve  access. 

It  has  been  1 3  years  since  there  has  been  a  major  update 
of  the  Indian  Health  Care  Improvement  Act  (IHCIA),  and 
reauthori/.ation  is  crucial  to  accommodate  such  changes 
and  to  add  behavioral  health  programs.  Today,  many 
Native  Americans  receive  health  services  directly  from 
IHS  facilities,  others  from  programs  managed  by  their 
own  tribes,  and  some  from  urban  programs.  All  three 
modes  of  delivery  are  funded  from  the  spare  IHS  budget. 

Budget  Advocacy  Regarding  FY  2005  Funds 

To  give  priority  to  health  care  for  Native  Americans 
requires  leadership.  The  Administration  has  proposed 
cutting  most  domestic  discretionary  programs  that 
require  annual  appropriations.  People  who  depend  on 
these  programs  to  meet  their  basic  needs  are  likely  to 
suffer  most.  Advocacy  coalitions  focused  on  pt)vei1y, 
housing,  and  health  have  sought  to  counter  this  down¬ 
ward  trend.  Yet.  despite  the  effoHs  of  400  health  organi¬ 
zations.  the  FY05  House  Budget  Resolution  left  discre¬ 
tionary  health  funding — the  pool  from  which  IHS  funds 
are  drawn — $358  million  under  the  FY04  enacted  levels. 
This  is  before  factoring  in  inllation. 

{continued  on  iHif^e  3) 
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Before  the  budget  skirmish  began,  the  Friends  of  Indian 
Health  coalition  was  told  by  top  IHS  officials  that  they 
felt  fortunate  that  overall  IHS  funds  in  the  FY05  budget 
included  a  small  inflation  hedge  of  1.6  percent.  Why 
fortunate?  Because  Indian  programs  managed  by  the 
BIA  took  a  $52  million  hit  in  the  Administration’s  budget 
request  (in  relation  to  the  2004  enacted  level),  the  first 
actual  cut  since  the  mid-1980s. 

Tribes  and  the  National  Indian  Health  Board  assert  that  a 
“needs  based  budget  developed  for  FY  2(X)5  dtK'uments 
the  IHS  health  care  funding  needs  at  $19.4  billion.”  but  the 
Administration  budget  request  is  for  $2.97  billion.  Sens. 
Daschle  (SD)  and  Dorgan  (ND)  offered  an  amendment  to 
the  budget  resolution  to  increase  clinical  service  funds  by 
$3.-14  billion  above  the  President's  request,  which  would 
have  doubled  the  IHS  budget.  Their  amendment  was 
defeated.  Sen.  Murkowski  (AK)  and  Campbell  (CO)  then 
proposed  an  IHS  increase  of  $282  million,  which  passed. 
But  to  become  a  reality  this  amendment  must  surv  ive  the 
House/Senate  budget  conference  committee,  which,  as  of 
this  writing,  is  still  under  way. 

Inflation  and  Contract  Support  Costs 

Allocated  funding  gets  nibbled  away  by  medical  infla¬ 
tion.  population  growth,  and  costs  not  fully  borne  by  the 
government.  The  president  of  the  Alaska  Native  Tribal 
Health  Consortium  explains  the  human  consequences  of 
under  funding; 

Pharmaceutical  costs  have  risen  by  double  dig¬ 
its  in  each  of  the  last  five  years  and  arc  now 
costing  us  $15  million  per  year.  Because  we 
received  only  nominal  IHS  funding  increases  to 
help  pay  for  these  costs,  wc  have  had  no  choice 
but  to  pay  for  the  vast  majority  of  these  costs 
out  of  funds  that  otherwise  would  have  been 
used  for  patient  care. 

In  line  with  the  Indian  Self-Determination  Act.  IHS  now 
contracts  with  300  tribal  agencies  to  run  programs.  Such 
progress  in  self-governance  is  undercut  by  budget  con¬ 
straints  that  cause  the  government  to  stint  tribes  on 
administrative  support  costs.  Thus,  insufficient  appropri¬ 
ations  by  Congress  are  reduced  further  by  the  bureaucrat¬ 
ic  practice  of  making  tribes  absorb  overhead  costs.  After 
budget  shortfalls  became  a  widespread  grievance,  the 
Cherokee  Nation  and  the  Shoshone-Paiute  Tribes 
brought  suit.  The  Supreme  Court  combined  the  cases 
and  agreed  to  hear  the  issue.  It  has  not  ruled  yet. 


A  More  Intricate  System 

Several  decades  ago.  Congress  decided  to  fulfill  part  of 
its  native  health  responsibilities  through  programs  such 
as  Medicare,  Medicaid,  and  the  State  Children's  Health 
Insurance  Program  (SCHIP).  At  present.  IHS  receives 
more  than  $5(K)  million  annually  in  reimbursements  from 
these  programs  for  AI/AN  beneficiaries.  However,  tribal 
providers  have  more  difficulties  than  parallel  non-Indian 
entities  such  as  rural  clinics  which  serve  other 
populations.  Tribal  advocates  keep  asking  for  equivalent 
treatment,  simpler  authorization  for  providers  to  receive 
reimbursement,  and  fairer  levels  of  reimbursement. 

Not  everyone  fits  neatly  into  existing  programs.  For 
instance.  Native  Hawaiiansi-r?  ineligible  for  patient  care 
from  IHS  and  rely  on  Medicare.  Medicaid,  and  other 
conventional  programs.  FtKusing  on  mainland  tribes, 
not  all  American  Indian  and  Alaska  Natives  receive  all 
their  health  care  from  IHS  either.  Many  native  people 
lack  proximity  to  or  eligibility  for  IHS  services. 

Indian  health  advwates  must  now  monitor  oppe^rtunities 
and  threats  in  an  increasingly  complex  system,  and  reau¬ 
thorization  of  IHCIA  is  an  essential  consolidation  step 
toward  creating  a  more  rational  and  humane  system.  As 
Rachel  Joseph,  co-chair  of  the  national  steering  commit¬ 
tee  to  reauthorize  the  Act.  argues.  “A  comprehensive 
approach  that  is  in  the  best  interests  of  tribal  communities 
is  needed.  The  tribes  believe  this  legislation  is  critical.”  ■ 


Continue  Your  Good  Works 

There  need  be  no  end  to  doing  good.  You  can  assure 
your  support  for  the  voice  of  Quaker  witness  in 
Washington  throughout  the  21st  century  through  a 
simple  provision  in  your  will  or  estate  plan.  By  nam- 
!  ing  either  the  Friends  Committee  on  National 
!  Legislation  or  the  FCNL  Education  Fund  in  your 
will,  or  as  a  beneficiary  of  your  IRA  or  retirement 
plan,  or  in  other  estate  plans,  you  create  a  legacy  for 
peace  and  justice. 

Bequests  enable  friends  of  FCNL  to  underwrite  the 
future  work  and  witness  of  this  organization.  And 
bequests  made  to  the  FCNL  Education  Fund  become 
a  charitable  contribution  for  your  estate. 

Want  more  information?  Contact  Tim  Bamer  at 
FCNL  (phone  1-800-630-1330  ext  147,  or  email 
tim@fcnl.org). 
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Does  anyone  care  it'ZZ.OOO  more  homes  in  nalixe  eom- 
nuinilies  are  prox  idecl  xx  illi  sate  xx  aler  and  xx  aste  dispos¬ 
al?  If'  Red  Mesa.  AZ.  gels  24-lioiir  emergenex  care?  11 
ihe  Annetle  Island  heallh  eenler  in  Alaska  can  hire  slal'f? 
ir  professionals  doing  iheir  training  in  Indian  Counlrx 
haxe  staff  housing  in  Ziini.  NM.  and  Wagner.  SI)? 

These  are  stnne  olThe  Indian  heallh  programs  that  xvill 
he  funded  in  fiscal  year  2()().S  (l-VdS)  if  people  across  the 
et)untrx  let  their  members  of  ('ongress  knoxx  they  care 
about  Indian  heallh.  Clearlx.  budgets  and  debates  on 
Capitol  Hill  affect  real  people,  many  of  xxhom  dxxell  in 
rural  and  frontier  settings. 

bederal  health  programs  km  uibes  haxe  operated  lor  oxer 
l.SO  years,  fulfilling  trust  and  trealx  obligations.  Interior's 
Bureau  of  Indian  Affairs  (BIA)  prov  ided  heallh  serx  iees 
from  IS49  until  19.S5  xxhen  the  Indian  Health  Serxiee 
(IHS)  XX as  erealetl  in  the  public  heallh  section  ol  the 
Depailmenl  of  Heallh  and  Human  Serxiees  (HHS).  Since 
then  heallh  care  has  improxed:  hoxxexer.  IHS  receixes 
less  than  one  percent  of  the  total  HHS  budget,  fodax 
IHS  serves  1.6  milliiMi  American  Indians  and  Alaska 
Natives  (/\I/.\N).  members  of  federally  reeogni/ed  tribes, 
living  on  or  near  reservations,  plus  I  ."St ).()()( )  living  in  34 
cities.  Its  mission  is  clear  -  to  prox  iile  patient  care 
through  1.30  outpatient  heallh  centers,  to  run  47  hospitals, 
and  to  create  infrastructure  for  sanitation.  But  the  IHS 
budget  is  limited,  which  leads  to  rationing  and  ineeiuilx. 

Health  care  tlelixery  for  tribal  people  is  separate  from  the 
usual  U.S.  heallh  care  system,  but  it  is  changing  from  a 
t(4all\  goxernmenl-run.  facility-based  program  to  a  com- 
munily-basetl  enterprise.  Iribes  are  taking  oxer  opera- 


t  tic  Indian  lieparl  is  a  luihlicatioii  ol  tlic  I  riciuts  Commillce  on 
National  I  c;jislation  (I  C’Nl.).  I  C'Nl.  policy  cnipliasi/cs  iipholilinc 
ireatv  riiihts.  insunii”  llic  rulllltncnl  of  the  I'cdcral  trust  ivsponsibilit\. 
aikl  assuriiiL'  (he  riulit  ol  Nali\c  Ainciican  cotninunilics  to  scUHlctcrmi- 
nalion.  XXc  seek  to  tv  ^uiiled  by  llie  \ie\\s  ol  Indian  iribes.  eoninuini- 
lies  and  oriiani/alions  across  tlic  eouniry. 
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Indian  Health  Service 
Primary  Goals 

1 .  Build  healthy  communities  i 

1 

2.  Achieve  parity  in  access  by  20 10 

3.  Pntvide  compassionate  t|uality  health  care  ! 

4.  Embrace  innovation  j 

I 

Desired  Program  Outcomes 

■  Decrease  obesity  rales  for  all  children 

■  Deerease  the  years  of  potential  life  lost  | 

■  Increase  the  number  of  homes  in  Indian  Country 

w  ith  a  safe  and  tidequale  dririking  w  ater  supply  | 

■  Increase  dental  eare  I 

From  icslimoiiy  of  Dr.  Charles  Crim.  Direclor  1 
Indian  Hadtii  Service  (February  2()()J)  j 

lion  of  man>  programs  and  creating  a  system  that  makes 
sense  for  their  area,  culture,  anil  patient  needs.  At  one 
lime,  there  was  an  emphasis  on  field  stations  and  hospi¬ 
tals;  now.  serv  ices  are  increasinglx  tlelixered  in  commu- 
nifx  sellings  to  reduce  cosi  and  to  imin'oxe  access. 

Il  has  been  13  years  since  there  has  been  a  major  update 
of  the  Indian  Health  ('are  Improvement  Act  (IIK'l.A).  and 
reaulhori/ation  is  crucial  to  accommodate  such  changes 
and  to  atld  behax  total  health  programs,  fodax.  manx 
Nalixe  .Americans  receive  health  seix  ices  directlx  from 
IHS  facilities,  others  frotu  programs  tuanaged  bx  their 
oxxti  tribes,  anil  sotne  frotu  urbati  progratns.  .All  three 
tnodcs  of  ilelixcrx  arc  I'utKlcd  frotu  Ihe  s[xirc  IHS  biidgcl. 


lUidget  Advocacy  Regarding  PY  2005  l  ands 

fo  give  priorilx  to  health  care  for  Native  .Atuericatis 
iei|uires  leadership.  The  .Admiuisiration  has  ixroposed 
cutlitig  tuosl  domesiic  discreliotiarx  programs  that 
tei|uire  aunual  approixrialions.  People  who  depetiil  ou 
these  itrograius  to  ttieel  their  basic  needs  are  likelx  to 
suffer  tuosl.  Ailxocacx  coaliliotis  focuseil  oti  ixoxerly. 
hoitsitig.  and  heallh  haxe  sought  to  counter  this  ilowti- 
ward  trend,  ^el.  ilespiie  the  efforts  of  400  heallh  orgatii- 
/aiiotis.  the  fA'0.3  House  Budget  Resolution  left  discre- 
liotiarx  heallh  funding — the  pool  from  which  IHS  futids 
ate  ilraxxtt — S3.3S  tuillioti  under  the  IA’04  enacted  levels, 
fhis  is  before  lacloritig  iti  inllalion. 

(coniinneil  on  /nii^e  d) 


A  More  Intricate  System 


Bd'oro  ihc  bucliicl  skiniiisli  bciian.  the  ['nends  of  Indian 
Health  eoaliti^n  was  told  by  top  IHS  ollleials  that  the\ 
felt  fortunate  that  o\erall  IHS  lunds  in  the  biideel 
ineluded  a  small  inflation  hedge  of  I  .b  pereenl.  Win 
lortiinate'.'  Beeause  Indian  programs  managed  by  the 
BIA  took  a  S52  millio<n  hit  in  the  Administration's  budget 
rei|uest  (in  relation  to  the  2004  enaeted  le\el).  the  first 
aetual  eut  sinee  the  mid-lOSOs. 

rribes  and  the  National  Indian  Health  Board  asseil  that  a 
"needs  based  budget  dexek^ped  for  l  A'  2005  doeuments 
the  MIS  health  eare  funding  needs  at  SI0,4  billion."  but  the 
■Administration  budget  retiuest  is  for  S2.07  billion.  Sens. 
Dasehle  (SD)  and  Dorgan  (ND)  offered  an  amendment  to 
the  budget  resolution  to  inerease  elinieal  ser\  iee  funds  b\ 
S.^.44  billion  abo\e  the  Biesident's  request,  vx  hieh  would 
ha\e  doubled  the  IHS  budget,  fheir  amendment  was 
defeated.  Sen.  Minkowski  (,\K)  and  Campbell  (CO)  then 
proposed  an  IHS  inerease  of  S2S2  million,  whieh  passed. 
But  to  beeome  a  realitx  this  amendment  must  sur\i\e  the 
1  louse/Senate  budget  eonfeienee  eommittee.  w  hieh.  as  of 
this  writing,  is  still  under  way. 

Inflation  and  Contract  Support  Costs 

.Alloeated  funding  gets  nibbled  awa\  b\  medieal  inlla- 
tion.  population  growth,  and  eosts  not  fully  borne  by  the 
government.  The  president  ol  the  Alaska  Native  IVibal 
Health  Consortium  explains  the  human  eonsequenees  of 
under  funding: 

Bharmaeeutieal  eosts  have  risen  bv  tlouble  dig¬ 
its  in  eaeh  of  the  last  five  vears  and  are  now 
eosting  us  S15  million  per  year.  Beeause  we 
reeeived  onlv  nominal  IHS  fuiuling  inereases  to 
help  jiav  lor  these  eosts.  we  have  hatl  no  ehoiee 
but  to  i^av  for  the  vast  majoi  itv  of  these  costs 
out  of  funds  that  otherw  ise  would  have  been 
used  for  patient  eare. 

In  line  with  the  Indian  Self-Determination  Act.  IHS  now 
eontraets  with  M)()  tribal  agencies  to  run  programs.  Such 
piogress  in  self-governance  is  undereut  by  budget  con¬ 
straints  that  cause  the  government  to  stint  tribes  on 
administrative  support  costs.  'Hius.  insuffieient  appropri¬ 
ations  bv  Congiess  are  rediieeil  further  by  the  bureauerat- 
ie  practice  of  making  tribes  absorb  overhead  costs.  Alter 
budget  shortfalls  became  a  widespread  grievance,  the 
Cherokee  Nation  and  the  Shoshone-Paiute  Tribes 
brought  suit.  'Hie  Supreme  Court  combined  the  eases 
and  aereed  to  hear  the  issue.  It  has  not  ruled  vet. 


Several  decades  ago.  Congress  decided  to  fulllll  part  of 
its  native  health  responsibilities  through  programs  such 
as  Medicare.  .Medicaid,  and  the  Stale  Children's  Health 
Insurance  Program  (SCHIP).  At  present.  IHS  receives 
more  than  S.^OO  million  annually  in  reimbursements  from 
these  programs  for  AI/.AN  benefieiaries.  However,  tribal 
prov  iders  have  more  difUeullies  than  parallel  non-Indian 
entities  such  as  rural  elinies  which  serve  other 
populations.  I  ribal  advocates  keep  asking  for  equivalent 
treatment,  simpler  aulhori/alion  for  prov  iders  to  receiv  e 
reimbursement,  and  fairer  levels  of  reimbursement. 

Not  evervone  Ills  neallv  into  existing  programs.  For 
instance.  Native  Hawaiian'^  eligible  for  palieiu  eare 
from  IHS  and  rely  on  Medicare.  Medicaid,  and  other 
conventional  programs.  F'oeusing  on  mainland  tribes, 
not  all  .American  Indian  and  .Alaska  Natives  receive  all 
their  health  eare  from  IHS  either.  .Main  native  people 
lack  proximity  to  or  eligibility  for  IHS  serv  ices. 

Indian  health  advocates  must  now  monitor  opportunities 
and  threats  in  an  increasingly  complex  system,  and  reau- 
thori/ation  of  IHCIA  is  an  essential  consolidation  step 
toward  creating  a  more  rational  and  humane  svstem.  .As 
Rachel  .loseph.  eo-ehair  of  the  national  steering  eommil- 
lee  to  reaulhori/e  the  .Act.  argues.  ", A  comprehensive 
approach  that  is  in  the  best  interests  of  tribal  eommunities 
is  needed.  Fhe  tribes  believe  this  legislation  is  critical."  ■ 


Continue  Your  Good  Works 

There  need  be  no  end  to  doing  good.  You  can  assure  ji 
your  support  for  the  v  i)iee  of  Quaker  witness  in  I 

Washington  throughout  the  21st  century  through  a  I 
simple  provision  in  your  will  or  estate  plan.  By  nam-  ■ 
ing  either  the  Friends  Connnittee  on  National 
Lciiislation  or  the  FCNL  Fdneation  Fund  in  your  , 
w  ill.  or  as  a  beitellciary  of  y  our  IRA  or  retirement  j 
plan,  or  in  other  estate  plans,  you  create  a  legacy  for  j 
peace  and  justice.  | 

Bequests  enable  friends  of  FCNl.  to  underwrite  the 
future  work  and  w  itness  of  this  organization.  And 
bequests  made  to  the  FCNL  Ldueation  Fund  become 
a  charitable  contribution  for  your  estate. 

Want  more  information?  Contact  Tim  Banter  at 
FCNL  (phone  l-8(K)-6.50- 1 3.50  ext  147,  or  email 
tim(34'cnl.org). 


Reprinting  Indian  Report  Items 

We  encourage  our  readers  to  copy 
and  distribute  items  from  FCNL's 
Indian  Report.  When  doing  so. 
please  include  the  following  credit: 

"Reprinted  from  the  Indian  Report, 
[issue  #.  quarter  and  year]  published 
by  the  Friends  Committee  on 
National  Legislation.” 

We  would  very'  much  appreciate 
your  sending  us  a  copy  with  a  brief 
note  indicating  how/where  the  item 
was  used  and  the  approximate  num¬ 
ber  of  copies  distributed. 


LEGAL,  LEGISLATIVE  UPDATES 


Elouise  Cobell  Case.  I  he  multi-billion-dollar 
Cohell  V.  Norton  case  continues,  although  Interior  still 
wants  it  dropped.  For  the  latest  details,  go  to 
<www.indiantrust.com>.  An  investigator  appointed  by 
the  judge  overseeing  the  case  has  quit,  alleging 
political  pressure  and  misconduct  by  Interior  that 
benefits  energy  companies  at  the  expense  of  trust 
beneficiaries.  His  findings  seem  to  support  the 
plaintiffs’  contention  that  trust  monies  are  misused, 
unaccounted  for,  and  undistributed. 

Cohell  has  immense  ramifications  for  native  families 
and  involves  fiduciary  obligations  made  by  the  federal 
government  from  1 887  up  to  the  present.  The 
plaintiffs — hundreds  of  thousands  of  individuals  from 
many  tribes — have  watched  as  various  units  of 
government  try  to  protect,  derail,  or  dismiss  this  case. 
The  Clinton  and  Bush  administrations  resisted  taking 
responsibility  for  lost  records  and  funds,  but  under 
court  order  to  fix  the  gross  mismanagement  of  Indiui. 
assets,  both  ended  up  allocating  many  millions  to 
accounting  improvements,  new  computers,  and  staff 
increases.  Some  advocates  argue  that  this  hurt  Indians 
twice  financially:  the  money  the  government  spent  to 
reform  itself  meant  less  money  for  other  essential 
programs. 

In  a  positive  development,  congressional  leaders  and 
the  Indian  plaintiffs  picked  two  distinguished 
mediators  to  help  settle  the  case.  Tell  your  represen¬ 
tative  that  the  Administration  must  negotiate  in  good 
faith  and  quit  seeking  dismissal  of  this  class-actiem 
lawsuit,  and  Congress  must  appropriate  money  to 
repay  the  account  holders.  Treasury  also  has  a 


“judgment  fund”  that  can  be  used  when  a  court  orders 
payment  of  what  the  government  owes. 

Another  Key  Case  Decided.  Inherent  tribal 
sovereignty  was  supported  by  a  7-2  Supreme  Court  vote 
in  the  U.  S.  n  Lora  case.  Dealing  with  criminal 
jurisdiction  in  Indian  Country,  the  decision  says  tribes 
can  prosecute  nonmembers,  i.e.  “all  Indians,”  for  crimes 
committed  within  their  borders.  Other  Supreme  Court 
rulings  prohibit  tribes  from  prosecuting  non-Indians  even 
on  reservations.  For  more  information,  contact  the 
Native  American  Rights  Fund  <www.narf  org>. 

Appropriation  Alert.  The  Bureau  of  Indian  Affairs 
is  slated  to  have  its  budget  cut  in  fiscal  year  2005.  Worse 
yet.  more  cuts  are  scheduled  for  the  following  year  too. 
Thus,  as  much  as  $132  million  dollars  could  be  taken 
"way  from  programs  for  American  Indians  and  Alaska 
\jiives.  However,  we  can  still  turn  this  troubling 

tion  around  this  year.  Get  active  and  inOuenee  your 
elected  officials  as  they  vote  on  appropriation  bills. 

Action  Needed.  The  transportation  reauthorization 
bill  (HR  3550,  S  1072)  includes  vital  money  for 
reservation  roads  and  bridges.  The  House  bill  contains 
$2,315  billion  over  six  years  for  the  Indian  Reservation 
Roads  (IRR)  program,  the  Senate  bill  a  little  less.  As  the 
bills  are  brought  in  line  with  each  other,  it  is  important 
that  essential  “meat  and  potato”  programs  such  as  IRR 
not  be  cut  while  “gravy”  for  eveiyone  else's  districts  is 
provided.  Ask  your  representative  and  senators  to 
preserve  (a)  the  House  level  of  funding,  (b)  the  Senate 
set-aside  funding  for  bridges,  safety,  and  mass  transit  in 
Indian  Country,  and  (c)  Senate  provision  3016  to  provide 
transportation  access  for  those  needing  dialysis.  ■ 


